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Letters to Editor

which corroborated the findings from Szeinberg et al. The
differences were based on the dibucaine inhibition test and
fluoride test. They concluded that the Iranian population has
intrinsically lower levels of PchE activity compared with the
Irish population (this latter has higher dibucaine and fluoride
numbers). In addition, no difference was observed regarding
PchE activity between Iranian Jewish and Muslims.[4,5] We
emphasize the significance of providing the most appropriate
management to prevent detrimental outcomes for these
patients (e.g., the use of neuromuscular monitoring, mechanical
ventilation to avoid respiratory distress, and sedation to
avoid awareness) as well as provide adequate education
and communication of the diagnosis of PchE deficiency to
the patient, family and the medical team in order to prevent
exposure to succinylcholine in the future surgical procedures.
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Intra‑tracheal extension of hilar mass mimicking severe
asthma: Anesthesiologist perspective
Sir,
Primary tracheal masses are rare and mostly malignant,
occurring in 0.2 per 1,00,000 persons per year.[1] Patients with
tracheal masses can be mistaken with asthma and chronic
obstructive pulmonary disease, and they are treated for
long period with inhaled corticosteroids and β2 agonists.[2]
However, in rare situation, extratracheal hilar tumors may
invade or indent trachea and presentation may be of asthma,
bronchitis, and recurrent pneumonias.[3]
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We report a case of a 50‑year‑old man having hilar mass
with tracheal encroachment. The patient was admitted
for worsening of shortness of breath, cough, and fever for
the past 1 month. His medical history revealed smoking of
40 cigarettes/day for the past 25 years. The patient’s initial
vitals were within normal range with respiratory rate of
30/min and oxygen saturation of 92% on room air; chest
auscultation revealed bilateral wheeze. He was treated
with inhaled β2 agonist and intravenous corticosteroid.
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Biochemical and hematological investigations were
unremarkable. Chest X‑ray revealed right upper lobe hilar
mass and hyperinflated lung fields. Previous computed
tomography (CT) scan reported large soft tissue hilar mass in
the right para tracheal region measuring 8 cm × 6 cm × 6 cm
with no other positive finding. The patient also had a history
of fiberoptic flexible bronchoscopy and biopsy which was
inconclusive. Then, he was scheduled for video‑assisted
thoracoscopic (VATS) biopsy of hilar mass for further
diagnosis in our hospital.
The patient’s routine preoperative anesthesia assessment was
unremarkable apart from wheezing on chest auscultation. In
the operating room, standard monitoring was applied along
with invasive blood pressure monitoring. The patient was
anesthetized with injection propofol 2 mg/kg and rocuronium
0.6 mg/kg. Fentanyl (2 µg/kg) was used for analgesia.
Endotracheal intubation and lung isolation were performed
by 37 French left‑sided double‑lumen tube. While confirming
the position of the tube with fiberoptic bronchoscopy, a
reddish colored mass just above the carina was seen, raising
the possibility of intra‑tracheal mass lesion or invasion of
right hilar mass. Biopsy of hilar mass was taken through VATS
for tissue diagnosis and further management.
After extubation, he developed severe bronchospasm and
was treated with salbutamol and ipratropium bromide
nebulization (back to back) and intravenous hydrocortisone
100 mg stat. After getting some relief, he was shifted to
intensive care unit (ICU) for further management. He was
reintubated in ICU after 6 h of surgery due to worsening of
respiratory failure.
In ICU, a subsequent bronchoscopic evaluation was done
showing mass protruding into the lumen of trachea below
the tip of endotracheal tube and above the carina with
slight postoperative swelling [Figure 1]. The patient was
already on intermittent doses of β2 agonist (salbutamol)
and ipratropium bromide every 6 hourly, so the duration
was minimized to every 4 hourly. The patient was getting
injection dexamethasone 8 mg (0.1 mg/kg) every 8 hourly. He
was weaned off on second postoperative day and successfully
extubated on the third day of surgery. His intraoperative
and bronchoscopic biopsies were inconclusive; presence of
chest drain facilitated CT‑guided biopsy of the hilar mass
confirming adenocarcinoma.
These tumors are usually diagnosed late due to its
nonspecific presentation, and asthma‑mimicking symptoms
with no or inadequate response should require further
investigation.[4,5] In this patient, a soft tissue floppy mass

Figure 1: Bronchoscopic view of intra‑tracheal extension of the mass

confirmed on fiberoptic bronchoscope representing the
aggressive potential of fast local encroachment which was
appearing to extend into the carina and the origin of the
right main bronchus. The challenge to the anesthesiologist in
this particular case is related to difficult airway management,
ventilation of the patient, and postoperative respiratory
distress and airway compromise.[6]
The decision to extubate this patient either in the operating
room or in the ICU after slow weaning was challenging; on
one side, there was risk of reintubation due to mass swelling
after airway handling; and one the other side, the risk of
ICU admission and ventilator‑associated complications.
Nevertheless, the patient was extubated in the operating
room as he performed well during the perioperative period
and apparently no bleeding was found from the lesion. The
team was ready for any airway catastrophe, and backup
plan of reintubation versus tracheostomy was made. In
this particular case, when edema got subsided after 2 days
therapy of steroid, the patient was successfully extubated
and shifted out from ICU.
Finally, to have knowledge of the various techniques for
airway management is crucial. Unlike obstructions of the
upper airway, which may be bypassed by intubation or
tracheostomy, lesions of the distal trachea present serious
problems in patient management.
This case highlights the importance of perioperative
anesthetic and surgical management in a challenging patient
with advanced disease and partially obstructed airway.
Further this case represents maintenance of continuity of
care to facilitate successful weaning with team approach.
Financial support and sponsorship
Nil.

Saudi Journal of Anesthesia / Volume 12 / Issue 4 / October‑December 2018

653

[Downloaded free from http://www.saudija.org on Saturday, October 5, 2019, IP: 58.27.240.66]

Letters to Editor

Conflicts of interest
There are no conflicts of interest.
Khalid M. Siddiqui, Muhammad F. Khan,
Muhammad A. Asghar, Syed S. Uddin1
Departments of Anaesthesiology and 1Surgery,
Aga Khan University, Karachi, Pakistan
Address for correspondence:
Dr. Muhammad F. Khan,
Department of Anaesthesiology, Aga Khan University Hospital,
Stadium Road, P.O. Box 3500, Karachi ‑ 74800, Pakistan.
E‑mail: mfaisal.khan@aku.edu

6.

Karamichali EA. Anesthesia for tracheal resection: A new technique of
airway management in a patient with severe stenosis of the midtrachea.
Anesth Analg 1999;89:1156‑60.
Goh MH, Liu XY, Goh YS. Anterior mediastinal masses: An anaesthetic
challenge. Anaesthesia 1999;54:670‑82.

This is an open access journal, and articles are distributed under
the terms of the Creative Commons Attribution-NonCommercialShareAlike 4.0 License, which allows others to remix, tweak, and
build upon the work non-commercially, as long as appropriate credit
is given and the new creations are licensed under the identical terms.
Access this article online

References
1.
2.

3.

4.

5.

Azar T, Abdul Karim FW, Tucker HM. Adenoid cystic carcinoma of the
trachea. Laryngoscope 1998;108:1297‑300.
Jones TM, Alderson D, Sheard JD, Swift AC. Tracheal paraganglioma.
A diagnostic dilemma culminating in a complex airway management
problem. J Laryngol Otol 2001;115:747‑9.
Azorin J, Lamberto JF, Personnae C, Larmignat P, Khellaf M, Kmeny JL,
et al. Adenoid cystic carcinoma of the trachea: Treatment by combined
laser therapy and surgery. Rev Mal Respir 1987;4:95‑6.
Bechard P, Letourneau L, Lacasse Y, Bussieves JS. Perioperative
cardiorespiratory complications in adults with mediastinal mass.
Anesthesiology 2004;100:826‑34.
Mentzelopoulos SD, Romana CN, Hatzimichalis AG, Tzoufi MJ,

Website:

Quick Response Code

www.saudija.org

DOI:
10.4103/sja.SJA_332_18

How to cite this article: Siddiqui KM, Khan MF, Asghar MA,
Uddin SS. Intra-tracheal extension of hilar mass mimicking severe
asthma: Anesthesiologist perspective. Saudi J Anaesth 2018;12:652-4.
© 2018 Saudi Journal of Anesthesia | Published by Wolters Kluwer - Medknow

Aortic root abscess and the lost art of the physical exam
Sir,
Severe aortic valve insufficiency (AI) is a condition that is
considered a medical emergency when it presents in the
acute setting. If the condition is not properly diagnosed and
treated, it will quickly progress into cardiogenic shock. The
two most common causes of acute AI of a native aortic valve
are infective endocarditis (IE) and aortic dissection.[1]
A 69‑year‑old woman with past medical history of
hypertension, diabetes mellitus, cerebrovascular accident
with residual right hemiparesis, coronary artery disease, and
peripheral vascular disease was admitted to the hospital,
placed on bowel rest, and started on intravenous antibiotics
after computed tomography (CT) scan of the abdomen and
pelvis showed mild right‑sided colitis.
On day 5, the patient presented with new‑onset atrial
fibrillation and first‑degree atrioventricular (AV) block,
which then progressed to a second‑degree (Mobitz I) AV
block later that day. The patient became febrile and had
a concurrent leukocytosis with a repeat CT scan showing
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acute cholecystitis, after which an emergency laparoscopic
cholecystectomy was scheduled. Prior to transport, a
third‑degree AV block was noticed in the telemetry monitor,
so external pacemaker pads were applied and transvenous
pacemaker placement was added to the surgery. While in the
preoperative holding unit, the patient was evaluated by the
anesthesiologist, whose focused cardiac physical examination
revealed a diastolic murmur with a widened pulse pressure
and signs indicative of aortic incompetence, none of which
were previously documented.
After induction of general anesthesia and subsequent placement
of a transvenous pacemaker, the anesthesiologist performed a
transesophageal echocardiography (TEE), revealing an aortic
valve vegetation, a small aortic root abscess as well as severe
AI with a preserved ejection fraction of 65% [Figure 1]. The
cholecystectomy was completed laparoscopically and the
patient was admitted to the intensive care unit.
On postoperative day 12, the patient underwent an aortic
valve replacement. Intraoperatively, aortic valve vegetations
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